Dear Editor, We read with interest the article by O'Brien et al. [1] on the prevalence and outcome of patients with cirrhosis admitted to British ICUs. While the authors raise important points regarding the high mortality of decompensated cirrhosis and the increasing burden placed on critical care services by such patients, we feel their interpretation should not go unchallenged as there are several major limitations to the analysis that mitigate their bold and nihilistic conclusions.
Firstly, as the authors themselves partly acknowledge, chronic renal failure is clearly not the same as hepatic failure. The outcome for patients with dialysis dependent endstage renal disease (ESRD) admitted to the ICU is surprisingly good, is better than that of patients admitted with acute kidney injury and has frequently been reported to be little different from that of the general ICU population [2] . In addition, a treatment does exist that directly addresses the underlying organ failure in ESRD, but no such equivalent is available for hepatic failure. We do not believe therefore that the authors' argument that the two conditions are comparable for the sake of their analysis can be in anyway justified.
The second shortcoming of the paper relates to its use of the Intensive Care National Audit & Research Centre (ICNARC) database. This brings with it several major problems in terms of data availability. The ICNARC and Acute Physiology and Chronic Health Evaluation II (APACHE II) models do not collect parameters that quantify either the presence or severity of liver disease. This limits the utility of these models to predict outcome in patients with liver disease, likely explaining why the ICNARC and APACHE II scores were higher for dialysis-dependent ESRD patients compared with patients with cirrhosis and significantly under-predicting mortality for this latter group. In contrast, evidence does exist that the Sequential Organ Failure Assessment (SOFA) score (which includes bilirubin as one of its parameters) performs better than APACHE II score in predicting outcome in patients with cirrhosis admitted to the ICU [3] .
A further weakness of the article is the inability to identify the specific reason for ICU admission. For example, variceal bleeding is the commonest reason for ICU admission in many series [3] , and ICU mortality has been demonstrated to have fallen threefold between 1980 and 2000 [4] . However, there is no way to interpret the authors' data in the absence of specific admission data.
It is undeniable that mortality in patients with cirrhosis who develop multiple organ failure is high and that the development of sepsis is a grave prognostic sign, but we would challenge the assertion that we should seek to identify earlier those patients with a poor prognosis so we can exclude them from critical care. Rather, our focus should be to more rapidly identify sepsis and organ dysfunction and admit such patients earlier to critical care units to prevent further deterioration in organ function with its associated increase in mortality risk. Such an approach, which is in direct contrast to the prognostic pessimism proposed by the authors, may then begin to deliver the improvement in outcome seen in severe sepsis in recent years [5] and produce further increases in survival in patients with cirrhosis above the 5 % reduction in mortality over time that the authors report.
